Introduction

M
any US adults spend a majority of their time at work each day. Accordingly, the workplace setting provides an important opportunity to assess physical activity (PA), sedentary behavior (SB), and cardiorespiratory fitness (CRF) across the population and then tailor culture, environment, systems, and policy change to foster a work environment that creates safe opportunities for PA. The intent of this expert consensus group was to standardize measures for health risk assessment and biometric screening within worksite health promotion for PA, SB, and CRF since there are currently many different approaches. The importance of muscular strengthening is also mentioned with appropriate methods of assessment summarized. The terms described in Figure 4 provide common definitions for those implementing assessment and prescription. With consistent assessment, employers can screen and characterize their workforce, identify candidates for intervention, measure improvement, compare aggregate data across employee populations, optimally tailor programming, create organizational policy that facilitates and encourages safe and active work environments, and benchmark results and outcomes. Ideally, this assessment is seamlessly integrated into health-care delivery, creating benefits for employers and employees in terms of safety, health-care costs, productivity, absenteeism, presenteeism, and worker compensation claims.
Background
Physical inactivity and poor CRF have far-reaching health, economic, and social consequences. 1, 2, 3 According to the World Health Organization, physical inactivity is associated with many adverse health consequences, and it is the fourth leading risk factor for global mortality. 3 Further, scientific evidence convincingly suggests that getting the recommended level of PA is associated with a 40% lower risk of type 2 diabetes, 35% lower risk of heart disease, 25% lower risk of falls, depression, and dementia, 3 and 20% lower risk of colon cancer and breast cancer. 3 A recent analysis 4 of national and statewide surveillance data by the Centers for Disease Control and Prevention showed that there is significant variation in how adults are meeting the federal PA guidelines by geography, sex, and current work status. Nationally, only 22.9% of US adults report meeting the guidelines for both aerobic and muscle-strengthening activities. 4 The national average for men meeting the guidelines was 27.2% and for women it was 18.7% with significant differences between states (high in the District of Columbia and Colorado and low in states such as Mississippi). 5 Both PA and CRF are now considered vital signs by the American Heart Association. 5, 6 A significant amount of health-care dollars are spent on those with chronic diseases-two-thirds of Medicare spending is for people with more than 5 chronic conditions. 7 Almost a quarter of companies' medical costs per year are spent on 10 modifiable risk factors. 8 Simply getting people to be moderately physically active and reducing sedentary time 4 can go a long way toward improving health. Fitness in the workplace correlates with more than just health. It has also been associated with a 5% to 10% wage increase, 9 increased overall family earnings, 10 lower debt, and lower long-term unemployment.
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Business-related outcomes related to employee fitness include reduced absenteeism, productivity gains, lower health-care costs, lower turnover, decreased short-term disability, and improved employee job satisfaction and work performance. 12 For all of these reasons, assessment of PA, SB, and CRF, in the worksite environment, coupled with comprehensive programming and a supportive culture is extremely important. Although the evidence base for SB is still emerging and not as robust and clear as the evidence for PA and CRF, it is prominently mentioned within the latest edition of the Physical Activity Guidelines for Americans and warrants independent assessment and focus within worksite health promotion.
Based on available evidence, the fitness of the US workforce appears to be relatively low and declining. 5, 7, 12 The assessment of PA, SB, and CRF in the workplace helps capture not only adult PA levels for a significant part of the day but also can evaluate worksite culture, program design, communications, the impact of various interventions, and policies that promote PA and active transportation to and from work. This article will provide expert recommended standards of data collection protocols for assessment of PA, SB, and CRF within worksite health promotion. Employers who are self-insured and third-party vendor suppliers can leverage their relationships with health plan providers to integrate data collection efforts.
Physical Activity, SB, CRF, and Health Individuals, especially those who lead a sedentary lifestyle, need to at a minimum sit less and move more and ideally achieve full adherence with the Physical Activity Guidelines for Americans 13 to improve their health and well-being. To help provide individuals with a thorough understanding of health-related metrics, health assessments should include screening questions on PA, SB, and other baseline information that helps estimate CRF. Assessing each of these metrics provides important feedback to individuals about how PA, SB, and fitness contribute to their overall health and well-being. This assessment should happen in 2 stages-initial assessment which is applied across a broad employee population and provides a general sense of regular PA, how much employees sit during the day, and level of CRF through predictive equations. Subsequently, more comprehensive assessment can take place to assess individual improvement, determine the effectiveness of interventions, and optimize chronic disease management. This article will provide recommendations for both levels of assessment.
Measuring PA captures a person's movement throughout the day and is typically characterized as light intensity (1.5-2.9 METs), moderate intensity (3-5.9 METs), and vigorous intensity (!6 METs) PA. Although any PA, including light intensity, is better than none, most of the activity-related health benefits are associated with weekly volume of moderate-to-vigorous intensity PA, a notion reflected in the most current release of the PA guideliness. 14 In the work environment, SB is primarily captured with sitting time which in itself has been shown to predict poor health outcomes. 13 Physical inactivity and excess SB, although inter-related, are distinct constructs associated with health outcomes.
14 Physical fitness includes health-related fitness and skill-related fitness components (see Figure 5) . 12 Of all the components of health-related fitness, CRF, also described as cardiorespiratory endurance, because of its strong correlation with reduced mortality and improved health, 4 should be the primary one assessed or predicted in worksite health promotion. In a more comprehensive assessment, muscular strength could be added using self-reported muscle strengthening activities per week and grip strength as a proxy. Populationbased norms for handgrip strength for US adults have been recently Figure 5 . Components of physical fitness. Adapted from Pronk et al.
Physical Activity: Any bodily movement produced by skeletal muscles that results in sufficient energy expenditure (i.e., >1.5 METs) including walking, running, biking, lifting objects and other activities of daily living.
Sedentary Behavior: Any waking behavior characterized by an energy expenditure of <1.5 METs while sitting, reclining, or lying down.
Physical Fitness: A set of physical attributes that individuals have or achieve. 1 Health-related Fitness: A distinct type of physical fitness with special relevance to the health potential of PA and includes five components: muscular/musculoskeletal fitness, motor fitness, cardiorespiratory fitness, body composition and metabolism. Of these components, cardiorespiratory fitness and musculoskeletal fitness are the two most commonly attributed to overall health and longevity.
Cardiorespiratory Fitness:The ability of the cardiovascular and respiratory systems to transport oxygen to the muscles to perform physical work, reflecting a person's exercise capacity and total body health.
Musculoskeletal Fitness: Relates to the health and fitness of the human musculature and skeleton.
Vital Sign: A clinical measurement such as blood pressure or cardiorespiratory fitness that indicates the state of a patient's essential body function. 4 Metabolic Equivalent (MET): 1 MET is defined as the amount of oxygen consumed while sitting at rest and is equal to 3.5 ml O2 per kg body weight per minute. The MET concept represents a simple, practical, and easily understood metric for expressing the energy cost of physical activities as a multiple of the resting metabolic rate.
Biometric Health Screening:
Is an assessment of a person's overall health by measuring and evaluating their physical attributes such as blood pressure, blood glucose level, blood cholesterol level, height, weight, body mass index, and cardiorespiratory fitness. published, which enable classification into risk categories based on age, gender, and ethnicity. 15 Grip strength may be a more reliable measure than self-report of muscle strengthening activities even though it is an outcome or proxy of such behaviors.
Health Assessment
What is Health Assessment?
Health assessment has been defined as ''an analysis of healthrelated data that evaluate health status, health risk, and health improvement priorities at the individual or organizational level,'' and has been a common feature in many worksite health promotion programs, but can also be used in community health screenings and in the health-care setting. 12, 16 Assessment of PA, SB and CRF has traditionally relied on several different methods including questionnaires, pedometers and accelerometers, biometric health screening, or a fitness test that requires either submaximal or maximal physical exertion.
Current Health Assessment Practices for PA, SB, and CRF
Health assessment for PA has often taken the form of self-reported questions about PA levels embedded into 1 section of a longer health assessment survey. Biometric health screenings have been conducted at or near the workplace as part of a ''know your numbers'' campaign and may include CRF and strength assessment components. Cardiorespiratory fitness and PA assessments have also been conducted as part of fit-for-duty screening. Emerging forms of assessment include wearable activity trackers and mobile applications.
Recent industry surveys indicate that many of these assessment methods remain part of employer-sponsored health promotion initiatives. According to a 2017 survey of a sample of nationally representative employers who offer health benefits, 38% of small employers (<200 workers) and 62% of large employers (>200 workers) provide employees with an opportunity to complete a health assessment.
14 A different survey of nationally representative large employers reports 56% of large employers offer biometric health screenings. 17 None of the industry surveys indicate whether PA/SB/CRF assessment is included, but this expert group's knowledge of industry trends indicates that these are typically included in health assessments but not as often in biometric screenings.
Increasingly, wearable activity devices are incorporated into health assessment to track levels of PA. It has been estimated that 8% of all employers collect health risk information from workers' wearables or mobile apps. 18 A higher proportion of very large firms (!5000 workers) collect these data compared to very small firms (<25 workers): 29% versus 9%, respectively. 18 Indeed, employers, health plans, and communities have started incorporating such devices and mobile apps into population-based wellness initiatives. 19 Some wearable manufacturers have dashboards that allow organizations to view population-level PA metrics such as the number of active minutes. 20 It is very important that these devices integrate the evidence-based PA Guidelines metrics 3 (ie, minutes of moderate-tovigorous intensity PA as opposed to, or in addition to, steps/day) into their algorithms.
One area of current research is the important role of sleep and its relationship to employee health and productivity. Further studies should assess the interrelationship between sleep quality, SB, and PA throughout the day. Employees' time use patterns over the course of 24 hours, including sleep, are essential ingredients for optimal health. 21 The Ideal Future for PA, SB, and CRF Assessments in Health Assessment
Optimally, assessment of PA, SB, and CRF is offered as part of a comprehensive worksite health promotion initiative to raise individual awareness about health issues and engage at-risk individuals in follow-up behavior change programs. Physical activity programs tend to be most successful when they are embedded into multicomponent, comprehensive, and multidisciplinary programs that are designed according to best practice program design principles. 18, 19, 21 With all of these methods, the strength of the data and its utility as a population-level PA assessment method is dependent on the percentage of the employee population that participates in the data collection mechanism.
Many organizations are providing financial incentives to end users to increase voluntary participation in these assessments. 22 Increased participation rates in PA assessment provides more complete data to inform strategic planning and results in more individuals becoming aware of their health status with the potential to become more engaged in their health. There is substantial evidence supporting the use of incentives to increase participation in voluntary assessment activities; 23, 24 however, evidence for their impact on long-term, sustainable behavior change is not as compelling. 25, 26 When incentives are used, they should be offered for participation in PA assessment activities and not for the actual amount of PA that is self-reported or recorded, because incentives may influence the amount of PA reported. It would be important for employers to gather data relative to the frequency of fitness center attendance if they offer an incentive to use a fitness center membership or have a facility onsite. 27 When health assessment requests self-reported indicators of behavior (such as PA) or behavior-related outcomes (such as weight or body mass index), research indicates this self-reported information to be predictable, reliable, and within an acceptable margin of error. 28 However, it should also be noted that selfreported perceptions of PA behavior are an entirely different metric than measured PA using, for example, accelerometry. While health assessment using health risk questionnaires or biometric screenings have generally been conducted on an annual basis, the use of wearable fitness trackers and mobile applications increases the opportunity to collect data more frequently in real time. Since each individual employee has preferences about the types of assessment activities in which they participate, an ideal strategy includes a variety of assessment methods that provides a comprehensive view of an entire population.
More employees are being asked by health plans to allow their data to be added to an electronic medical record, and employers may leverage their care delivery partners for aggregate reporting on the health of their population. 22 As these types of data become more accessible to employers in aggregate form, it offers another opportunity for PA assessment. Whatever assessment methods are used, data should be integrated and harmonized to allow stakeholders to compare PA levels at a population level. Tables 2 and  3 summarize the standard metrics and questions that should be used in PA, SB, and CRF assessment in initial and more in depth assessment. The development of an evidence-based bank of tools that assess PA, SB, and CRF in a reliable and valid way would be an additional important resource for those implementing worksite health promotion programs.
Assessing PA and SB Measurement challenges for PA and SB. There is a large and continually growing body of literature on the measurement of PA and SB.
Measurement modalities include direct observation, diverse approaches to self-report, and expanded use of device-based measurement of acceleration or location to estimate movement and intensity of activities. As discussed above, selection of measures of SB and PA for health assessment surveys serves several functions including identifying employees who could benefit from changes in behavior related to PA and SB, encouraging employees to maintain healthy habits, and monitoring response to programs and policies related to health risk in the workplace. These functions are likely to require different instruments. Appropriate tools for determining who might benefit from increased levels of PA (ie, screening) might be simpler than those needed to accurately assess responses to behavior change interventions at the individual or group level. Additional practical challenges to identifying appropriate measurement tools include:
(1) Accounting for the interactive effects of time spent in sleep, sedentary, light, and moderate/vigorous PA; growing evidence suggests that these aspects of time use are not independent; 33 (2) Determining whether devices or smart phone apps could be an alternative screening and measurement modality. Technology changes rapidly and it is difficult to assess whether there is a valid and feasible approach based on phones or other mobile technologies despite their appeal; and (3) Integrating measurement of behavior with measurement of desire or readiness to change.
The next 2 sections highlight some of the overarching measurement issues for both PA and SB. For example, in both cases, selfreport has the advantage of allowing collection of contextual data (eg, Who were you with?, Where were you?) and measurement of specific activities (eg, playing tennis; working on the computer). Devices on the other hand address the cognitive challenges of recalling activities completely, estimating intensity-especially of intermittent activities-and overcoming reporting biases. For both PA and SB, there appears to be some tradeoff between feasibility and validity. 34 The most valid measures (eg, direct observation, 24-hour recalls, and device-based measurement) have greater respondent burden or device and analysis costs than the less burdensome frequency-based questionnaires. 35 Overall, these considerations suggest the need for a family of measures to serve different functions.
Physical activity. For the purposes of health research, health guidelines, and health assessment, PA is often divided into aerobic and strengthening components with exercises focusing on balance as needed in older adults. The 2018 Physical Activity Guidelines 3 strongly support the achievement of 150 to 300 minutes each week of moderate to vigorous PA and 2 strengthening sessions per week. They also reiterate that PA can accumulate throughout the day and no longer has to be in bouts of at least 10 minutes. 3 This may encourage use of device-based measurement to track PA since devices are well suited for capturing all movement. Self-report instruments perform better for discrete activities carried out on a specific schedule such as jogging 3 times per week for 30 minutes. Assessing employees for PA optimally would be sensitive enough to capture lower levels of PA.
Physical activity measurement modalities can be placed along a feasibility and validity continuum. 36 Extensive studies of various measurement modalities indicate that respondents can be ranked in terms of activity levels via short screeners containing one or more questions 9 and that detailed aspects of PA can be measured with multiple 24-hour recalls or various devices including pedometers for steps and accelerometers for multiple aspects of PA. 37 Self-report measures vary greatly in their performance, and while device-based measures are somewhat less variable in studies of reliability and validity to date, the capacity of any measurement modality to accurately assess change is poorly characterized.
Together these considerations suggest that different measurement tools may well be appropriate for different stages of the health assessment process. For example, a simple instrument with just a few questions could determine whether people were inactive, low active, moderately active, or highly active. Follow-up, monitoring, change, and interventions aimed at adding new activity domains might require different measurement approaches. These approaches could also involve sensitivity to respondent use of technology. Sedentary behavior. The definition of SB includes both an energy expenditure component and a postural component which makes measurement and surveillance of SB a challenging prospect. In most research studies, SB has been operationalized as daily sitting time, TV viewing, or low counts on an activity monitor. 39 Excessive daily sitting time and TV viewing are both associated with an increased risk of all-cause mortality. 40, 41 For example, Chau et al demonstrated a nonlinear association between daily sitting time and all-cause mortality, with an estimated 34% higher mortality risk among adults who sit 10 hours per day. 42 Similarly, Sun et al reported a J-shaped association between TV viewing and all-cause mortality, with those viewing the highest amount of TV versus the lowest amount having a 33% elevated risk of all-cause mortality. 43 There is some indication that the effects of SB on health are not completely independent of PA. The results of a large meta-analysis of more than 1 million adults suggest that the effects of SB are more pronounced in people who are also physically inactive. 44 Further, high levels (60-75 minutes per day) of moderate-intensity PA seem to eliminate the hazardous effects of high sitting time. 45 Given this Figure 6 . Cycle of screening, intervention, and monitoring for physical activity in workplace health assessments.
interaction between SB and moderate-to-vigorous PA, people who sit for extended periods of the day should be encouraged to perform more PA, toward the higher end of the PA recommendations (ie, 150-300 minutes per week). 3 This also underscores the need to capture all 3 measures in health risk assessment-PA, SB, and CRF.
In addition to the deleterious effects associated with excessive levels of SB, there has been some speculation that patterns of SB may be related to health outcomes. 46 A cross-sectional analysis of data from the US National Health and Nutrition Examination Survey (NHANES) showed that breaks in sedentary time were beneficially associated with waist circumference and C-reactive protein. 42 This study has been followed by interventions, which have demonstrated that interrupting sitting time with short bouts of light-or moderateintensity PA improves cardiometabolic risk markers. 43, 45 To add to this evidence, a recent epidemiological study showed a positive association between uninterrupted sedentary bout duration and an increased risk of all-cause mortality. 47 Although these results suggest that bouts and breaks in SB may have important health implications, there are very little data available to make recommendations regarding optimal patterns of SB that are associated with positive health outcomes.
Sedentary behavior can be measured using both self-report instruments and devices such as inclinometers and accelerometers. 48 Selfreport measures can assess the domains and contexts associated with SB (eg, eating, driving, working, etc); however, self-report instruments have greater associated measurement errors compared to device-based methods of assessment. 49 Device-based measurement of SB can reduce measurement errors and also provide information about patterns of SB (eg, breaks and bouts) but fail to provide information on the domains and contexts of SB. 13 A recent review determined that the reliability of SB questionnaires is generally good, but the validity of most such questionnaires is poor to moderate, and often not reported. 50 In light of this, when designing SB modules for use in a health assessment, it is recommended that a question such as that employed in the US NHANES be used to facilitate comparisons with nationally representative data. As more valid and reliable measurement methods are developed, they should be considered for inclusion in SB modules as appropriate.
Cardiorespiratory Fitness
Healthy adults who have low CRF for their age and sex are at a considerably higher mortality risk compared to those with higher levels of CRF. 4 Cardiorespiratory fitness is now considered a vital sign in all individuals irrespective of health status and should be more broadly integrated into health assessment within the health-care system and worksite health promotion. 4 A higher CRF portends a better prognosis and functional capacity as well as decreased risk of developing future risk factors such as hypertension or diabetes. 51 Conversely, a progressively lower CRF has convincingly been shown to predict future risk for poor health outcomes and adverse events. As such, including CRF as part of a broader health assessment is valuable and highly recommended.
Laboratory-based approaches to CRF assessment. Cardiopulmonary exercise testing is the gold standard approach to CRF assessment. 52, 53, 54 Cardiopulmonary exercise testing combines standard exercise testing measures (ie, blood pressure, electrocardiography (ECG), and subjective symptomatology) with measures obtained from ventilatory expired gas analysis. It provides the most accurate noninvasive measure of maximal oxygen consumption (VO 2max ) as well as a host of other valuable measures. Normative tables and prediction equations have been published allowing for comparison of VO 2max to age-and sex-predicted values. 55, 56, 57 Optimal threshold values that portend a good health trajectory and low risk of future adverse events that commonly result from chronic disease (eg, myocardial infarction, premature mortality, etc) in a general population require further investigation. Values at the 50th percentile reported from the Fitness Registry and the Importance of Exercise National Database Registry 58 provide minimal levels that would indicate an acceptable CRF, while progressively higher values indicate improved health and prognosis.
Standard exercise testing, also performed on a treadmill or cycle ergometer, allows for a relatively accurate estimation of VO 2max through treadmill speed/grade or ergometer workload; METs are used to report VO 2max when estimated. In general, achieving a >8 MET level during a maximal exercise test predicts a good health trajectory and low risk of future adverse events associated with chronic diseases, although this value may not be appropriate to apply to both men and women of different age groups. 59 The blood pressure and ECG responses as well as subjective symptoms at maximal exercise compliment the important information obtained from determining CRF, obtained either from cardiopulmonary exercise testing or standard exercise testing. 60 As laboratory-based CRF assessments, either with or without cardiopulmonary exercise testing, are highly accurate and reproducible, this would be the ideal option as part of workplace health assessment. 60, 61 However, the personnel, equipment, expense, and time needed to perform a laboratory-based CRF assessments may make implementation on a broad scale a significant challenge. As such, submaximal and field-based CRF assessments and predictive equations hold utility. A summary of these options is shown in Table 4 .
Submaximal and field-based CRF assessments. Other options for estimating CRF include (1) submaximal cycle ergometer or step tests, (2) timed run/walk tests, and (3) nonexercise tests. 4 Submaximal assessments require less burden for both the test personnel and the test taker. Timed walk/run tests can be performed by many individuals at the same time, and since they can also be self-administered, individuals can periodically assess their own progress. Unlike laboratorybased CRF assessments, currently evidence is lacking to support that submaximal field-based CRF assessments can predict health trajectory and future risk for adverse events in the general population. However, as these tests may be more routinely used as part of health assessment, an important pursuit would be for future investigations to perform analyses to identify preferred submaximal or field-based tests for inclusion in health assessment surveys as well as defining the meaning of the values obtained in the context of health trajectory and future risk of adverse events.
The least rigorous assessment option is to obtain an estimate of an individual's CRF from other risk measures (ie, nonexercise equations) obtained during the health assessment or biometric screening. These typically include some combination of age, body composition, and self-reported PA status. This option can be immediately applied in the health assessment without any costs.
Laboratory-based CRF assessments: If the data exist, include in the health assessment. The incorporation of CRF assessments into worksite health assessments does not require a one size fits all approach. A number of individuals undergo laboratory-based CRF assessments for various reasons including (1) clinical workup for risk of cardiovascular disease (ie, traditional exercise stress test, (2) academic-based wellness assessment or research study, or (3) self-pay CRF assessments through a private company. Individuals completing a health assessment should be asked whether they had a recent laboratory-based CRF assessment (ie, within the past 6 months). If this information is available and deemed valid and reliable, the data can be voluntarily incorporated into the health assessment. Regulations require that if data are being gathered, the health assessment must provide the participant with a summary of the risks identified in the data and an action plan outlining steps they can take to mitigate the risk. There are recommended sources employers should use to assess compliance and legal risks associated with gathering these data. 62 The Americans With Disabilities Act makes it illegal for employers to require physical examinations or make disability-related inquiries unless the examination is clearly job-related and consistent with business necessity. 63 It is therefore imperative that employers offering these assessments do so on a strictly voluntary basis. The more timeconsuming and strenuous a desired activity is, the more innovative employers must be in motivating voluntary participation. Resources such as the American Heart Association Workplace Health Playbook 64 offer practical advice to encourage employee engagement. Best practices include involving employees in the planning process, identifying employee leaders and forming wellness committees, using incentives, tapping into competition, including family members, and keeping in touch with strong communication campaigns.
Creating an infrastructure for CRF assessment in health assessments: Exploring mutually beneficial partnerships. Academic departments of Exercise Science, Kinesiology, Human Performance, and Physical Therapy typically include CRF assessment in their curricula and may also have faculty that incorporate CRF assessments into their research. Additionally, these universities may have communitybased well-being programs that include CRF assessments. Organizations that perform health assessments may consider partnering with universities through formal memorandums of understanding to perform CRF assessments. A particularly attractive program can be one with students administering CRF assessments as part of a health assessment effort, under faculty supervision. Students will obtain valuable experiential learning, while the organization offering the health assessment will be able to incorporate CRF in a cost-effective way.
Summary of Recommendations
1. Assessment of PA, SB, and CRF in the worksite environment should be implemented in a consistent manner and coupled with comprehensive programming and a supportive culture. Additional tools and resources, including a manual or web site, could be helpful in providing step-by-step implementation. 2. Common metrics for PA, SB, and CRF should be used by all employers. They include minutes of moderate-tovigorous PA per week measured continuously; minutes or hours of sitting time per week for SB; and VO 2max or predicted METS for CRF. Ideally, muscular strength is also assessed and the metric should be self-reported times/week engaged in muscle strengthening activity enhanced by measurement of grip strength. 3. Initial assessment of these metrics at baseline should be conducted broadly across the entire employee population with the less expensive, easier to use recommended screening tools and measurement techniques including self-report questionnaires and basic biometric data. 4. The more in-depth assessment tools and techniques can be used to evaluate employee improvement in tailored programming, effectiveness of interventions, and progress in chronic disease management. 5. Employers should use consistent aggregate data to evaluate their own workforce and also benchmark against others across industry.
Conclusion
Consistent assessment of PA, CRF, and SB should be integrated into all health assessments and biometric screenings. Measures include minutes of moderate-vigorous PA per week, sitting time per week, and CRF quantified by MET level or directly measured VO 2 . Recommended methods for collecting these measures are summarized in this article. Employers should use these aggregate data to tailor programming, create an active worksite culture, promote active transportation to and from work, and ideally link the assessment to the health-care system and delivery of care. In this way, employers will play an important role in promoting PA across the population, positively affecting overall productivity and improving employee well-being and population health. This article is solely the responsibility of the authors and does not necessarily represent the official views of the National Cancer Institute or the National Institutes of Health.
